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Despite  the  early  encouraging  results  and  safety  proﬁle  of  hemorrhoidopexy,  several  serious  com-
plications  have  been  reported  including  rectal  perforation,  retroperitoneal  sepsis,  pelvic  sepsis  andccepted  12 January 2011
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rectovaginal  ﬁstulas.  The  recent  article  is the report  of  the  case  of  a 30 year  old  woman,  with  a  submucosal
mass  which  was  palpable  in  the  anterior  rectum.  She  had  undergone  a stapled  hemorrhoidopexy  due  to
a  2nd  degree  internal  prolapsed  hemorrhoid  three  years  previously.  Operation  was  planned  to  identify
the  nature  of  the  mass  and  a cylindrical  impacted  4 cm  ×  2 cm fecal  mass  was  excised.  The  recent  ﬁnding
seems  to be  the  ﬁrst one  being  reported  in  this  issue.
© 2
hemorrhoids were observed and there was  no evidence of ﬁssure
or prolapse.
On digital rectal examination the tone of the sphincter was nor-
mal. A 4 cm × 2 cm sub-mucosal mass was palpable in the anterioromplication
. Introduction
Treatment for symptomatic internal hemorrhoids varies from
imple reassurance to operative procedures. Treatments are classi-
ed into three categories: (1) dietary and lifestyle modiﬁcation;
2) non-operative, ofﬁce procedures; and (3) operative hemor-
hoidectomy. Over the past years, stapled “hemorrhoidopexy” has
een developed as an alternative to the standard Ferguson or
illigan–Morgan hemorrhoidectomy mainly due to the pain asso-
iated with traditional hemorrhoid surgery. It was  ﬁrst alluded to
y Pescatori et al. for mucosal prolapse but reﬁned by Longo using
 specially developed circular stapling device.1 This procedure is
ore of a hemorrhoidopexy than a hemorrhoidectomy and is also
nown by other names (stapled anopexy, stapled prolapsectomy,
nd stapled circumferential mucosectomy). The cost and the anes-
hetic risks do not make stapling a practical option for grades 1 and 2
f the disease; which should continue to be treated with traditional
ethods. A number of randomized controlled trials comparing sta-
led hemorrhoidopexy with conventional hemorrhoidectomy have
een published.2–5 The majority of studies showed that stapled
emorrhoidopexy is less painful, allows earlier return to work, less
nalgesics are used and fewer retreatment are required, compared
ith conventional hemorrhoidectomy. Despite these early encour-
ging results and safety proﬁle, several serious complications have
een reported including rectal perforation, retroperitoneal sep-
is, pelvic sepsis and rectovaginal ﬁstulas. The recent article is the
eport of a rare complication of the above mentioned procedure.
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2. Presentation of case
The reported case is a 30 year old woman, who complained of
rectorrhagia and difﬁcult defecation for 5–6 months.
The patient had undergone a stapled hemorrhoidopexy due to a
2nd degree internal prolapsed hemorrhoid three years previously.
On  external rectal examination, multiple external and internal
Open access under CC BY-NC-ND license.Fig. 1. Endorectal sonographic image.
nse.
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ectum, located 2 cm above the dentate line. The mass was  mobile
nd non-tender.
A  colonoscopy was performed and no signiﬁcant pathology was
ound except several hemorrhoids.
The endorectal ultra sonography revealed a ﬁbrotic tissue in
he anterior rectum (12 o’clock) with normal internal and external
phincters and suggested a probable obstetric trauma (Fig. 1).
Operation was  planned to identify the nature of the mass with
n incision on the previous stapler line and a cylindrical impacted
 cm × 2 cm fecal mass was excised (Fig. 2). The mass was  com-
letely removed while the cavity was left open and sutured with
bsorbable stitches.
.  Discussion
Stapled hemorrhoidopexy is a new method for the treatment
f hemorrhoids and its advantages and disadvantages have not
een completely clariﬁed to date. The main complication of the
rocedure reported is bleeding from the staple line.
It  seems that in this special case, the formation of the fecal mass
as due to the gradual penetration of the fecal material through
 non-healed staple-line; which was not noted by the surgeon,
ecause of the absence of bleeding, during the operation.
The  authors could not ﬁnd any report of this kind in the scientiﬁc
extbooks or journals during the process of reviewing the literature.
he recent ﬁnding seems to be the ﬁrst one being reported in this
ssue.
. ConclusionProper diagnosis and treatment planning is of utmost impor-
ance to cure any disease. In this case, despite the rare and gradual
enetration of the fecal material through the non-healed staple-
ine, proper treatment plan resulted in the successful outcome.ass after excision.
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